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Abstract 
This study aimed to compare the health-related quality of life (HR-QoL) between psychologically distressed Heart Failure (HF) 
patients with non-distressed patients. A cross sectional survey using HR-QoL questionnaire (SF-36) and the psychological 
screening questionnaire (Hospital Anxiety and Depression Scale) were administered to 211 patients. Psychologically distressed 
HF patients show poor HR-QoL with significant impairment in physical health dimension as compared to mental health 
dimension. Results suggest physical functioning and bodily pain perception subscales were the most impaired in physical health 
dimension. Hence, these two domains will need to be focused upon in future intervention programs for HF patients. 
© 2014 The Authors. Published by Elsevier Ltd. 
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1. Introduction 
Heart Failure (HF) can be defined as failures of the heart to pump and maintain sufficient cardiac output to meet 
the demands of the body (Kumar & Clark, 2008) . It is one of the important causes of hospitalization accounting for 
about 10% of all medical admissions and mortality rates in Malaysia (Teh et al., 1999). A five-year mortality study 
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conducted in Malaysia among 225 admitted HF patients with a left ventricular ejection fraction of 40%, showed a 
higher percentage of mortality and lower survival rates among Malay and Indian patients compared to Chinese 
patients (Chong et al, 2003).  
The rate of morbidity associated with HF is not only limited to physical symptoms but also to significant 
psychological distress, such as anxiety and depression (Thomas et al., 2008). Western studies reported that 
depression is common in patients with chronic HF (Johannson, Dahstrom & Botron, 2006). The more severe the 
condition of the heart disease, the lower the Heath Related Quality of Life (HR-QoL) scores; and the higher the 
chances of depression among patients (Bakelman et al., 2009). Similarly, with anxiety, when compared to other 
cardiovascular patients and patients with cancer, patients with HF have shown high or worse anxiety levels (Deville 
& McDongall, 2008; Thomas et al., 2008). Both Western and Non-Western studies reported psychological distress 
among HF patients that might also be associated with declines in health status and HR-QoL (Gottlieb et al., 2004;  
Dracup, Walden & Stevenson, 1992).  
HR-QoL on HF patients is a subjective, multidimensional construct referring to how a given health condition 
affects a person’s total mental and physical health including daily living activity capacity, psychological status, 
social functioning, and illness perceptions (Gottlieb et al., 2004). Health related quality of life in patients with HF is 
substantially impaired compared to other common chronic conditions (i.e. hypertension, diabetes, arthritis and 
chronic lung disease, or angina (Dracup, Walden & Stevenson, 1992). Declining health status indicates higher rates 
of hospitalization and mortality (Vaccarino et al., 2001) and burden of medical cost (Friedman, 1997). 
2. Materials and methods 
2.1. Design 
This cross-sectional study required HF patients to complete a socio-demographic questionnaire, the short-form 
health survey (SF-36) of the Medical Outcome Study (MOS) and the Hospital Anxiety and Depression Scale 
(HADS). 
2.2. Subjects
HF outpatients and inpatients were recruited from the Malaysian National Heart Institute, a tertiary hospital in the 
West Malaysia. Patients which consisted of multi-ethnic Malaysians (Malay, Chinese and Indian) were recruited 
over a period of 4 months. Eligible study participants had 1) a cardiologist’s diagnosis of heart failure, 2) 
classification of HF based on the New York Heart Association (NYHA) functional class of ǿǿ, ǿǿǿ and ǿV according 
to the cardiologist, 3) medical records showing measurement of left-ventricular ejection fraction of <40% 
documented by nuclear ventricular or echocardiography, 4) age 18 years old and above, 5) and for female 
participants, to not be pregnant. Patients were excluded if 1) they were diagnosed of having cognitive impairment 
from their medical record, or 2) unable to speak the Malaysian language or English or did not give informed 
consent. 
2.3. Instruments 
The Hospital Anxiety and Depression Scale (HADS) (Zigmond & Snaith, 1983): This 14 items questionnaire 
assesses 2 subscales anxiety and depression (7 items each). Scores of 8 to 10 on the anxiety and depression 
subscales indicate a borderline clinical status, and scores of 11 are moderate level of psychological distress which 
is regarded as psychiatric (or case) levels of anxiety and depression, which were shown as comparable to clinical 
diagnostic interview (Löwe et al., 2004). HADS scores have similar sensitivity and specificity to other depression 
screening measures (Nease Jr. & Maloin, 2003). Previous studies supports its 2-factors structure mean Cronbach’s 
alpha 0.83 for the anxiety subscales, and 0.82 for depression (Bjelland et al., 1997). This study adapted Malaysian 
Language version of HADS which was translated and validated with Cronbach’s alpha 0.88 for anxiety and 0.79 for 
depression (Yusof, Low & Yip, 2011).  
414   N.F. Mohamed et al. /  Procedia - Social and Behavioral Sciences  127 ( 2014 )  412 – 416 
The Medical Outcomes Study Short Form (SF-36) (Ware & Kosinski, 2001): SF-36 was purchased with licensed 
number QM017974. The SF-36 was used to obtain information about general HR-QoL of patient with illness. The 
SF-36 includes 36 questions designed to assess 2 main dimensions of health which is physical health and mental 
health. These 2 domains were divided into health in eight subscales (Ware & Sherbourne, 1992). To assess the HR-
QoL, the SF-36 questionnaire was used; from this, under each of the eight dimensions considered, item scores are 
coded, summed, and transformed to a scale ranging from 0 (worst health status) to 100 (best health status). The SF-
36 shows high test-retest reliability, with a reliability coefficient >0.75 for all dimensions except social functioning 
and is able to distinguish between groups with expected health differences (Brazier et al., 1992). Standardized scores 
on the SF-36 scales were used for all computation and analyses.  
2.4. Data collection  
The Malaysia National Heart Institute Ethics Committee (IJNEC/01/2011) approved the study protocol. Patients 
were approached during normal office hour visit. Those who gave written informed consent and fulfilled inclusion 
and exclusion criteria were asked to complete a socio-demographic questionnaire and answer questions asked in the 
self-rated questionnaires.  
2.5. Statistical analysis 
SPSS 19.0 were used for data analysis. Preliminary testing on normality and linearity carried out using the 
Kolmorogov-Smirnov statistics produced value greater than 0.005, indicating that the assumption of normality test 
was not violated. Independent t-tests were also performed for group score comparisons for SF-36 QoL score, 
HADS-A and HADS-D. The value of p<0.05 was considered significant.  
3. Results 
3.1. Socio-demographic data  
A total of 211 patients with a mean age of 55.5 years old (SD = 3.18) participated in the study. In total there were 
more males (n=150; 71.09%) than females (n=61; 28.92%).  
3.2. Comparing Health- Related Quality of Life between HADS psychological subscales 
Table 1. Mean (±SD) scores on the SF-36 subscales for depressed and non-depressed HF patients; and anxiety and non-anxiety HF patients 
SF-36 Subscales Non-
Depressed 
Patients 
(n=14) 
Depressed  
Patients 
(n=197) 
t(df) p Value Non-
Anxiety 
Patients 
(n=19) 
Anxiety 
Patients 
(n=102) 
t(df) p Value 
Physical functioning 
Physical role 
Bodily pain 
General health  
Vitality  
Social functioning  
Emotional role  
Emotional function  
Total Physical Health 
Total Mental Health  
48(32)
35(39)
62(26)
56(19)
61(20)
62(31)
81(38)
73(18)
53(19)
67(15)
21(21)
16(32)
45(35)
50(17)
38(22)
52(34)
62(45)
47(25)
34(18)
50(19)
4.55(17.74) 
2.10(15.88) 
1.80(14.04) 
1.27(15.39) 
3.66(14.46) 
1.08(14.67) 
1.54(14.31) 
3.93(14.01) 
3.72(15.08) 
3.30(14.23) 
<0.001** 
<0.400 
<0.001** 
<0.001** 
<0.001** 
<0.010** 
<0.685 
<0.001** 
<0.001** 
<0.001** 
48+32
35+36
83+27
57+18
61+20
63+31
80+37
74+19
53+19
67+15
25+20
24+60
39+19
39+13
40+16
42+31
75+47
49+20
34+19
49+15
4.51(27.57) 
0.78(19.32) 
4.97(25.38) 
5.57(25.93) 
5.21(23.99) 
2.82(21.87) 
0.41(20.32) 
5.31(21.25) 
4.18(21.63) 
4.87(21.65) 
<0.001** 
<0.400 
<0.001** 
<0.001** 
<0.001** 
<0.010** 
<0.690 
<0.001** 
<0.001** 
<0.001** 
In this population, among patients with a HADS-A and HADS-D  11, the mean HADS-A score was 1.09±0.29 
and HADS-D score mean was 1.07±0.25. Overall mental health dimension (65.46, S.D=15.8) shows higher mean 
score compared to physical health dimension (51.7, S.D=19.7). The t-tests revealed that HF patients with anxiety 
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and depression had significant poorer scores compared to HF patients without anxiety and depression on almost all 
components of both physical and mental health measures of SF-36 HR-QoL except for physical role and emotional 
role subscales. Table 1 shows scores of the depressed and non-depressed, also anxious and non-anxious patients (as 
determined by the HADS) on the SF-36 scales, respectively. For depressed HF patients, the difference in scores is 
highest for the physical functioning subscales (mean differences=27.00; 95% confidence interval=14.51-39.50), and 
being least for the general health subscales (mean differences=-4.64; 95% confidence level interval=-3.95-15.78). In 
contrast with anxious HF patients, the difference in scores is highest for the bodily pain subscales (mean 
differences=23.57; 95% confidence interval=12.85-34.30), and being least for the general health subscales (mean 
differences=17.79; 95% confidence interval=11.22-24.36) 
4. Discussion 
To  the  knowledge  of  the  authors,  this  is  the  first  of  such  study  conducted  in  Malaysia  to  compare  HR-QoL  
between psychologically distressed HF patients with non-distressed HF patients. Our findings show significant 
differences in HR-QoL between these two groups of HF patients except for physical and emotional role subscales. 
In agreement with other studies, we found anxiety and depression to be significantly associated with poorer HR-
QoL compared to HR-QoL in HF patients without psychological distress (Ola et al., 2006). The lowest scores of 
HR-QoL in physical functioning among depressed HF patients are related to their limited daily living activity after 
having been diagnosed with having HF. Previous studies reported reduced activities, and bed rests to be considered 
a standard care of HF patients until recently (Dracup, Walden & Stevenson, 1992). However, this practice may have 
long term detrimental effects on physical functioning which was related to depression (Vaccarino et al., 2001; 
Friedman, 1997). A recent study on three month regular hospital-based outpatients exercise training results in 
significant improvement of severe HF patients' perceptions of HR-QoL in particular domains such as physical 
functioning caused by physical problems and social incompetence (Thomas et al., 2008). Our results are supported 
by a previous study that implies that HF participants were disturbed by the deterioration of their body function 
(Ming et al., 2011). The limitations of our study included purposive sampling limitation, sampling bias and that the 
sample may not be representative of the entire population. Furthermore, the cross sectional design of this study does 
not allow for causality. Finally, this study was conducted at a tertiary referral centre, and thus the sample of patients 
with HF did not represent the typical HF population seen by a general practitioner.  
5. Conclusion  
In conclusion, this study indicates that physical health dimension of HR-QoL results in significant and clinically 
important improvement in HF patients with anxiety and depression. This factor is useful so as to be considered as 
part of the parameters of interest in future study. Future studies are suggested to include qualitative study to obtain 
depth understanding of the physical and mental health perception among HF patients. 
Acknowledgements 
The authors acknowledge financial support from Malaysia Ministry of Higher Learning Research Grant: RAGS 
2013-0012-105-72 and Cyberjaya University College of Medical Sciences Research Grant: CRG /02/03/2012.  
416   N.F. Mohamed et al. /  Procedia - Social and Behavioral Sciences  127 ( 2014 )  412 – 416 
References 
 Bakelman, D. B., Rumsfeld, J. S., Havraneck, E. P., Yamashita, T. E., Hutt, E., Gottlieb, S. H. & Kutner, J. S. (2009). Symptom burden, 
depression and spiritual well-being: A comparison of heart failure and advanced cancer patients. J General Internal Medicine, (24) 5, 592-8 
 Bjelland, I., Dahl, A. A., Haug T. T. & Neckelmann, D. (1997). The validity of the Hospital Anxiety and Depression Scale. An update literature 
review. J Psychosomatic Research, 42 (1), 17-41. 
 Brazier, J. E., Harper, R., Jones, N. M., O’Cathain, A., Thomas, K. J., Usherwood, T. & Westlake, L. (1992). Validating the SF-36 health survey 
questionnaire: new outcome measure for primary care. BMJ, 305, 160-164. 
 Chong, A. Y., Rajaratnam, R., Hussein, N. R. & Gregory, Y. H. L. (2003). Heart failure in multiethnic population in Kuala Lumpur, Malaysia. 
The European Journal Of Heart Failure, 5,569-574. 
 Deville, C. L. & McDongall, G. (2008). A systematic review of depression in adults with heart failure; instruments and incidence. Issues Ment 
Health, 29, 1002-17. 
 Dracup, K., Walden, J., & Stevenson, L. (1992). Quality of life in patients with advanced heart failure. J. Heart Lung Transplant, 11, 273-279. 
 Friedman, M. M. (1997). Older adults’ symptoms and their duration before hospitalization for heart failure. Heart & Lung: The Journal of Acute 
and Critical Care, 26(3), 169-176. 
 Gottlieb, S. S., Khatta, M., Friedmann, E., Einbinder, L., Katzen, S., Baker, B., Marshall, J., Minshall, S., Robinson, S., Fisher, M. L., Potenza, 
M., Singler, B. & Baldwin, C. (2004). The influence of age, gender, and race on the prevalence of depression in heart failure patients. JACC,
43 (9), 1542-1549. 
 Johannson, P., Dahstrom, U. & Broton, A. (2006). The measurement and prevalence of depression in patients with chronic heart failure. Prog. 
Cardiovasc. Nurs., 21, 37-8. 
 Kumar, P. & Clark, M. (2008). Pocket essentials of clinical medicine. 4th Ed. Elsevier Ltd. 
 Löwe, B., Spitzer, R. L., Gräfe, K., Kroenke, K., Quenter, A., Zipfel, S., Buchholz, C., Witte, S. & Herzog, W. (2004). Comparative validity of 
three screening questionnaires for DSM-IV depressive disorders and physician’s diagnoses. J Affective Disorder, 78(2), 131-40. 
Ming, L. C., Hassali, M. A., Shafie, A. A., Awaisu, A., Hadi, M. A. & Al-Haddad, M. (2011). Perspectives of heart failure patients in Malaysia 
towards medications and disease state management: Findings from a qualitative study. J Public Health, 19(6), 569-577. 
Nease Jr, D. E. & Maloin, J. M. (2003). Depressive screening: A practical strategy. J Family Pract, 52(2), 118-24. 
 Ola, B. A., Adewuya, A. O., Ajayi, O. E., Akintomide, A. O., Oginni, O. O. & Ologun, Y. A. (2006). Relationship between depression and 
quality of life in Nigerian outpatients with heart failure. Journal of Psychosomatic Research, 61, 797-800. 
 Teh, B.T., Lim, M. N., Robiah, A. Azman, W. & Thuraisingham, S. (1999). Heart failure hospitalisation in Malaysia. Journal of Cardiac 
Failure, 5(3Suppl),1. 
 Thomas, S. A., Chapa, D. W., Friedman, E., Durden, C., Ross, A., Lee, M. C. & Lee, H. J. (2008). Depression in patients with heart failure: 
Prevalence, pathophysiological, mechanism and treatment. Critical Care Nurse, 28, 40-55. 
Thomas, S. A., Chapa, D. W., Friedman, E., Durden, C., Ross, A., Lee, M. C. & Lee, H. J. (2008). Depression in patients with heart failure: 
Prevalence, pathophysiological, mechanism and treatment. Critical Care Nurse, 28, 40-55. 
Vaccarino, V., Kasl, S. V., Abramson, J. & Krumholz, H. M. (2001). Depressive symptoms and risk of functional decline and death in patients 
with heart failure. J Am CollCardiol, 38, 199–20. 
 Ware, J. E. & Kosinski, M. (2001). Interpreting SF-36 summary health measures: A response. Quality of Life Research, 10, 405-413. 
 Ware, J. J. & Sherbourne, C. D. (1992). The MOS 36-Item Short-Form health survey (SF-36). Conceptual framework and item selection. Med 
Care, 30, 473-83. 
Yusof, N., Low, W. Y. & Yip, C. H. (2011). Psychometric properties of the Malay Version of the Hospital Anxiety and Depression Scale: A 
study of husband of breast cancer patients in Kuala Lumpur, Malaysia. Asian Pacific Journal of Cancer Prevention, 12, 915-917. 
 Zigmond, A. S. & Snaith, R. P. (1983). The hospital anxiety and depression scale. ActaPsychiatrica Scan, 67, 361-70. 
